Background: Intracranial schwannomas of the accessory nerve are very rare lesions. They are categorised according to their locations into either intrajugular or intracistemal schwannomas although most of them are intrajugular. The intrajugular type constitutes about 2% to 4% of all intracranial schwannomas described in literature. Aim: It's very unusual for an accessory nerve to mimic glossopharyngeal nerve looking at the anatomical location of the accessory nerve. Although many authors have written on accessory nerve, none have described this unusual presentation. We present a case, management as well as review on the classification and appropriate surgical techniques we could have use to access the tumor in our patient since the choice of a particular surgical approach is based on the nature of tumor, location as well as it extension into other adjacent structures. Case Presentation: We present a case of 52-year-old woman with very unusual accessory nerve schwannoma which mimics the clinical presentation of glossopharyngeal nerve tumor. The main symptom in our case is six (6) months history of deviation of the tongue to right side with dizziness and change of voice. Conclusion: The unusual presentation in our case could be due to massive compression of glossopharyngeal nerve by the growing accessory nerve schwannoma since most lower cranial nerve schwannomas at this location will almost always course compressive symptoms.
Introduction
Intracranial schwannomas although very rare, are made up of roughly 8% of all primary brain tumors [1] [2] of which accessory nerve (AN) schwannomas form a part [3] [4] . The origins of these tumours are usually very difficult to predict during preoperatively assessment of patients [5] . Careful intra-operative observation has led to the classification of AN schwannomas into extracranially or intracranially base on the roots of the never [4] . Many authors have further categorized the intracranial types above into intrajugular schwannomas since they usually extend into the jugular foramen and make up the majority of cases, and intracisternal schwannomas because there are located at the cisterna magna [3] [6] [7] . The most common clinical presentations of most schwannomas extending to the jugular region are cranial nerve dysfunction, such as hearing impairment, dysphagia, and difficulty in phonation although the clinical manifestations of these tumors vary in relations to tumor location and the magnitude of their growth [8] , while intracisternal tumors present with cerebellar signs and myelopathy [3] [9] . We present a case and also review the appropriate surgical techniques we could have use to access the tumor in our patient since the goal of surgical approach is to have enough expose to the lesion, no matter how extended the tumor maybe. The unusual presentation in our case could be massive compression of glossopharyngeal nerve by the growing AN schwannoma since most tumors at this location will almost always course compressive symptoms.
Case Report
A 52-year-old female presented with six [6] months history of acute deviation of the tongue to right side with dizziness and change of voice. The symptoms started 10 years ago with headache which she presented at outpatient's department (OPD) and a computer topographic scan (CT scan) examination revealed a small lesion at the posterior fossa. The lesion has been increasing in size for over this 10 years' period with any no symptoms until this acute presentation above. Neurological examination on admission revealed no focal neurological deficit, except for tongue deviating to the right side of her body.
She had no significant medical or surgical history. Initial MRI scan done at a local hospital 10 years ago revealed a small mass at the right posterior fossa which she refused surgery. MRI scan done at our facility demonstrated a 4.2 cm × 2.9 cm × 3.6 cm well-circumscribed mass with high and nonhomogeneous signal intensity close to the right foramen of luschka and extending down to the foremen magnum. It compressed the adjacent medulla and distorted the fourth ventricle (Figure 1 ). The lateral ventricles are not dilated and no hydrocephalus.
After general anesthesia, the patient was put in the park-bench position.
Routing use of inferior cranial nerves monitoring was used to maximize the preservation of those nerves. A hockey-stick shaped paramedian incision was made.
A high-speed miller was used to perform a suboccipital craniotomy. Additionally, posterior rim of foramen magnum and the lamina of C1 were also removed to gain of wider exposure of the tumor. After placing several tack-up stitches to the dura, the tumor was observed lying between jugular foramen and the foramen magnum Figure 2 . Intra-operatively, we noticed that the lesion was tightly adhered to the glossopharyngeal nerve (GPN) but the origin was the AN and needed a much more experienced surgeon. After careful debulking and separation of the tumour by the head of our team, the lesion was completely resected without any cranial nerves dysfunction Figure 2 . Pathological examination of the surgical specimen confirmed the diagnosis of benign schwannoma.
Histologically, we observe solid areas of parallel spindle cells with eosinophilic cytoplasm and S100(+), Nestin(+) which confirms the diagnosis of schwannoma. Post-operative imaging show total tumour resection. The patient had a good recovery and discharge home on the seventh (7 th ) day after operation. The tongue deviation improved markedly. A scheduled review was arranged on the sixth month after operation.
Discussion
Accessory nerve (AN) schwannomas are extremely uncommon and it is genuinely puzzling to recognize the origin of tumours preoperatively [5] . To the best of our knowledge no author has presented a case AN schwannoma with a history of deviation of the tongue to right side with dizziness and change of voice. Some authors have indicate the difficulties of identifying the origin of tumors arising from the 9 th , 10 th and 11 th cranial nerves even at operation [5] .
We were able to identify the origin of the tumour because it was tightly adhere to glossopharyngeal never hence needed a more carefully dissection and separation of structure. Also, the tumor was a pedunculated one hence we were able to see the continuity of proximal end towards the brain stem. Intracisternal schwannomas generally present with symptoms of accessory nerve palsy, cerebellar signs and myelopathy [3] . It is usually imperative to monitor very vital structures during operation. These intraoperative monitoring consisted of lower CNs, brainstem auditory evoked potentials, somatosensory evoked potentials, motor evoked potentials, and facial nerve monitoring [11] .
The location of tumor, the size and presenting symptoms particularly preoperative hearing are special issues the surgeon must consider before choosing a surgical approach [8] . The ultimate surgical approach is one that gives the surgeon a wide access to the whole tumor with minimal brain manipulation and minimal morbidity related to additional CN deficits as well as single stage total tumor removal [8] . Furthermore, to accomplish a total tumor resection, the surgical procedures should be well designed, since recurrent operation increases the risk of lower cranial nerve injuries and incomplete removal involves inevitable reappearance [8] . The common surgical approaches approach includes post-au- 
Anatomical Study
The jugular foramen is found amid the lateral part of the occipital bone and the petrous part of the temporal bone [1] . The foramen is described as a canal running anteriorly, inferiorly, and laterally from an intracranial to an extracranial opening [1] [13] and it is divided into two or rarely three compartments [1] [14] .
The two compartments are divided by a bony fibrous septum although rarely the separation is incomplete, and usually refered to as "intrajugular process", which (Table 1) .
Clinical Staging and Classification
Furthermore, Bulsara and associates proposed another scheme which is a modification of the classification system initially proposed by Kaye and colleagues [11] [19] and modified by Pellet and associates [11] [20] . In this scheme (Table 2) , the tumors are classified according to only imaging studies to deter- Table 2 . Modified classification system for jugular foramen schwannomas as propose by Bulsara and associates using only imaging studies to determine the surgical approach. the lesion is radically removed [21] . This approach is the most appropriate for our case considering the location of the lesion. We however skeletonized C1 to gain more assess to the lesion in the foramen magnum. leave a residual tumor fragment behind [22] . However, this approach is not appropriate for our case considering the location of the lesion. is debulked using the ultrasonic aspirator. The translabyrinthine approach is the most preferred choice for patients with poor preoperative hearing and for patients with large tumors who have a low probability of hearing preservation. This approach offers early identification of the facial nerve in the auditory canal with absolutely no need for cerebellar retraction [22] . The size of the tumor is typically not a limiting factor for this approach. However, this approach is also not appropriate for our case considering the location of the lesion.
Retrosigmoid Approach

Conclusion
Intracranial accessory nerve schwannomas are exceedingly rare. Clinical symptoms generally consist of accessory nerve palsy, cerebellar signs, and myelopathy. Our case is special because of the unusual presentation which will be as a result of massive compression of glossopharyngeal nerve by the growing AN schwannoma. The detection of the exact nerve of origin is usually determined during operation although MRI is very helpful in the initial diagnosis. With appropriate preoperative evaluation and careful planning of the perioperative period, these tumors can be safely removed and the neurovascular structures preserved without creating new neurological deficits. Intraoperative cranial nerve monitoring is usually very crucial during operation to minimise damage to the adjacent cranial nerves.
